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Gunshot wounds are an important cause of both morbidity and mortality within the military. With the
deployment of the United States military into a two theater campaign over the past decade, the role of
gunshot wounds in military personnel has come to the forefront. Gunshot wounds are often used and
glamourized in popular culture. They are also fascinating to clinicians due to the difﬁculty in assessing
such patients for injuries and treatment options.1 Gunshot wounds also provide an opportunity to
develop certain aspects of trauma management.2 Walker et al. provide a coherent analysis of gunshot
wounds to US military personnel during this period.3
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mortality within the military. With the deployment of the United
States military into a two theater campaign over the past decade,
the role of gunshot wounds in military personnel has come to the
forefront. Gunshot wounds are often used and glamourized in
popular culture. They are also fascinating to clinicians due to the
difﬁculty in assessing such patients for injuries and treatment
options.1 Gunshot wounds also provide an opportunity to develop
certain aspects of trauma management.2 Walker et al. provide
a coherent analysis of gunshot wounds to US military personnel
during this period.3
This research adds an important piece of evidence to the debate
surrounding military deaths during recent campaigns. It provides
a broad overview that encompasses both Operation Iraqi Freedom
(OIF) and Operation Enduring Freedom (OEF) in a way that has not
been achieved in other papers. It has highlighted a number of risk
factors for sustaining a gunshot wound including service in the
Marine Corps, age between 20 and 29 as well as lower rank.3
The paper by Walker et al. appears to be the ﬁrst to utilize the
Defense Medical Epidemiology Database (DMED) for the analysis of
acute combat related injury.3 Although other papers have analyzed
DMED, these have examined the prevalence of chronic conditions
within the United States military such as lumbar degenerative disc
disease and insulin-dependent diabetes.4,5 A number of papers. Camm).
ciates Ltd. Published by Elsevier Lthave used the Joint Theater Trauma Registry (JTTR) to asses
a combat related injuries.6,7 The JTTR was established in 2004 to
provide a standardized system of data collection encompassing
combat casualty care.8 This body of research highlights the growing
use of data registries in many areas of science and clinical medicine
for the purposes of benchmarking outcomes, surveillance, and data
mining, deriving serendipitous returns from registries worth more
than the sum of their parts. Examples from the UK include; the
human genome project, the National Vascular database, and the
National Hip Fracture database.9e11
The results suggested by Walker et al. show that male gender is
a signiﬁcant factor in sustaining gunshot wounds.3 This is sup-
ported by evidence from other groups, both within the military and
civilian arenas.12,13 Pannell et al. have shown that 98% of Canadian
Forces members that died in Afghanistan between 2006 and 2008
were male.13 Davies et al. examined gunshot deaths in a civilian
population; 89% of gunshot related deaths in England and Wales
were in males.13 However, these ﬁgures are difﬁcult to interpret in
terms of relative risk as gender bias was not taken into account.
Thus, the predominance ofmales in high risk positionswill likely be
the greatest factor in the development of these injuries. Interesting,
Walker et al. do not examine mortality following gunshot wounds
making comparison with other papers difﬁcult.3
Beyond mortality, combat puts a unique pattern of strain on
healthcare systems through long-term physical and psychological
morbidity. Both OIF and OEF campaigns have been characterized by
an increase in both morbidity and mortality through explosive
mechanisms, in particular improvised explosive devices (IEDs).14d. All rights reserved.
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DISCUSSIONThis has been shown to be the cause for the majority of mortality
and morbidity within combat populations in both theaters;
78e81%.13,14 IEDs are also known to have a large psychological
impact when encountered by soldiers in the ﬁeld.15 By only
examining gunshot wounds, Walker et al. have unfortunately
excluded the majority of combat related deaths and signiﬁcant
post-combat morbidity. Neither did they address the epidemiology
of morbidity after gunshot wounds. Physical morbidity includes
chronic pain and nerve, and muscle damage that may require long-
term rehabilitation. It is also important to factor in psychosocial
morbidity such as PTSD and inability to reintegrate with society.
The data obtained byWalker et al. did not contain the location of
gunshotwounds sustained.3 It has been shown that during both the
20th century in general and OIF, the majority of combat wounds
sustained have been extremity injuries.16 This has huge impacts for
both management and prognosis. Dougherty et al. analyzed all
combat casualties from the United States Navy and Marine Corps
between September 2004 and February 2005. This showed that
71.1% of combat casualties had extremity injuries, and that many
casualties had multiple injuries. This is not addressed in the paper
by Walker et al.3
Despite its limitations, the paper by Walker et al. provides
a novel viewpoint on the role of gunshot wounds in a combat
environment. The cumulative evidence from studies assessing
combat injuries during both OIF and OEF highlight a paradigm shift
in themechanism of injury with a decreased prevalence on gunshot
wounds. These epidemiological studies should be considered both
when assessing the development of armed forces for future
engagements, and in shaping healthcare systems to assist patients
deal with the myriad of physical and psychological sequalae that
gunshot wounds can create.
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